For the past two decades in Hong Kong, serious misuse of the service and high volumes of attendance had resulted in critical overcrowding in emergency departments (ED). With the introduction of charges in 2002 and the Severe Acute Respiratory Syndrome (SARS) epidemic in 2003, temporary improvement of the problem occurred. Cheng et al showed that charging the ED visits resulted in a significant drop (19.1%) in total attendance, and 81.9% of the drop was accounted for by Category 4 (semi-urgent) and Category 5 (non-urgent) patients, which was also statistically significant. 1 However, it seems that the issue of ED overcrowding has now resurfaced, aggravated by the restructuring of hospital beds to meet infection control requirement in the post-SARS era which mandates a space of at least 3 feet in-between hospital beds (Table 1) . 2 The recent prolonged surge in influenza-like illness (ILI) in Hong Kong have stretched hospital beds in medical departments beyond their limits, as admitted febrile patients with ILI symptoms have to be cleared of influenza A and SARS virus before discharge. 3 In the New Territories East Region, "trolley-wait" for patients requiring admission has become a new form of ED overcrowding. Once again, the quality and timeliness of the emergency service are affected, placing both patients and staff at risk. 4 Underlying causes of ED overcrowding include both external and internal factors. [5] [6] [7] [8] [9] [10] [11] The most cited causes were increasing patient acuity, aging population, high patient volume, hospital bed shortage or closure, and workforce shortage. Internal factors such as poor operations and hospital processes like consultant delays, laboratory delays, inadequate examination spaces, and avoiding hospitalisation through extensive therapy in the ED may be partially responsible. Less amenable external factors include government regulations, managed care, reimbursement decreases, access barrier to primary care, increased number of indigent or uninsured patients using ED as their primary source of care, poor coordination between home care services and primary care physicians, increasing prevalence of AIDS, substance abuse and psychiatric disease.
ED overcrowding is undesirable and risky. Adverse effects include long waits, prolonged pain and suffering, patient dissatisfaction, additional procedures, increased length of hospitalisation, increased revisit, increased permanent disability, increased mortality rates, ambulance diversion, decreased physician productivity, increased staff frustration and increased violence. 6, [10] [11] [12] [13] Many solutions have been suggested. One of which includes screening examination and redirection by the triage nurse. 9, 14 The implementation of home hospitalisation programs or disease management programs has been shown to reduce hospitalisations and cost. 7 In addition, reallocation of hospital beds with more beds given to the medical service, more outpatient and short-stay surgery and a managed admission system should also be seriously considered. 4 The Canadian Association of Emergency Physicians and the National Emergency Nurses Affiliation published a position statement on ED overcrowding: "the cause of ED overcrowding generally lies outside the ED. Efforts to maximize the ED efficiency are important, but overcrowding is a symptom of system failure." 15 
